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Evaluating Therapist: ____________________________ Evaluation Date: _______________________ 

PEDIATRIC PARENT QUESTIONNAIRE
Welcome! Please print and complete this questionnaire to the best of your ability. Thank you! 

GENERAL INFORMATION
Child’s Name: __________________________________ Date of Birth________________________ 
Preferred Name, if any: ______________________________________________________________
List any Medical or Developmental Diagnosis: ________________________________________________________________________________
________________________________________________________________________________
Language(s) Spoken at Home: _______________________________________________________________ 
Caregiver’s Name: _____________________________
 Relationship to Patient: ________________________ 
Best Phone Number to Reach Caregiver(s): ____________________________________________________ 
Occupation of caregiver(s): __________________________________________________________________ 
Legal Relationship of Parents to Patient: (please check) ___Natural Parent ___Adoptive Parent
 ___Step Parent ___ Foster Parent ___ Grandparent ___Other________________________ 


All persons living in the home: 
Name 		Age 		Relation to Patient 			Highest Grade Completed ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REASONS FOR REFERRAL
Who referred your child to Willow Tree Speech Therapy? _____________________________________________________________________________________
What are your main concerns about your child? __________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________
When did you first become concerned? __________________________________________________________________________________________________________________________________________________________________________

What do you see as your child’s most difficult problem in the home? _____________________________________________________________________________________ _____________________________________________________________________________________
 What do you see as your child’s most difficult problem outside of home (school, daycare, social settings, etc)? __________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY
Were there any problems during your pregnancy? If yes, please explain. 
______Yes ______ No _____________________________________________________________________________________ _____________________________________________________________________________________List medications taken during pregnancy: _______________________________________________________ 
Were there any problems during your child’s birth? If yes, please explain. ______Yes ______ No __________________________________________________________________________________________________________________________________________________________________________
Child was born: ___Early ___On time ___Late 
What week gestation was the child born?: _______ 
Was the child born by C-Section?______Yes ______ No 
Reason for C-Section: _____________________________________________________________________________________
Birth weight: ________ Baby’s condition at birth: ____________________________________________ 
Has your child had any significant illnesses, injuries and/or hospitalizations? 
______Yes ______ No 
If yes, please explain. ________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
List any medications currently being taken by your child: __________________________________________________________________________________________________________________________________________________________________________ 
Does your child have any allergies (medication, food, and/or environment)? 
______Yes ______ No
 If yes, please list: _________________________________________________________________________
 Do you think your child has problems hearing? ______Yes ______ No 
History of frequent ear infections? ______Yes ______ No 
How many:________ Has your child ever had ear (PE) tubes? ______Yes ______ No 
If yes, do they still have them? ______Yes ______ No 
Has your child ever had a hearing evaluation? ______Yes ______ No 
List date of evaluation and results:_________________________________________________________




DEVELOPMENT
At what age did he/she first: Sit alone: __________ Crawl: ______________ Stand alone: __________ 
Walk: __________ Finger feed: __________ Potty trained: __________ 
Speak first real word: __________ Speak first real sentences: __________ 
Hours of sleep in 24 hour period? __________ Does he/she wake through the night? ______Yes ______ No 
Do you feel your child gets quality sleep? ______Yes ______ No 

EDUCATION
Does your child attend daycare? ______Yes ______ No 
If yes, how often: ___________________________ 
Where: ______________________________________ 
Is your child enrolled in a school program? ______Yes ______ No 
If yes, name of school or program: ____________________________________________________________ 
School District: _________________________________________________ 
Grade: __________________ 
Does your child have an Individualized Education Plan (IEP)? ______Yes ______ No 
Please briefly describe your child’s performance at school.
__________________________________________________________________________________________________________________________________________________________________________

THERAPY
Has your child ever been evaluated for services (ST, OT, PT, DT, etc.): ______Yes ______ No 
If yes, when: ____________________ where : ________________________________________
Results of evaluation: _____________________________________________________________________ 
My child is currently receiving the following services (check all that apply): 
____Speech Therapy. Where? ___________________ Frequency/Duration___________________ 
____Occupational Therapy. Where?___________________ Frequency/Duration __________________ 
____Physical Therapy. Where? ___________________ Frequency/Duration ___________________ ___ _____
ABA Therapy. Where? ___________________ Frequency/Duration ___________________ _____
Developmental Therapy. Where?___________________ Frequency/Duration ___________
Vision Therapy. Where? ___________________ Frequency/Duration _________
Additional therapies and/or comments: ___________________________________________________ __________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________

SOCIAL-EMOTIONAL DEVELOPMENT
 Does your child exhibit behaviors that concern you? ______Yes ______ No 
If yes, please describe:  _________________________________________________________________ _________________________________________________________________________________________________________________________________________________________________________
 What are your methods of discipline?
____________________________________________________________________ 
Is it effective? ______Yes ______ No
 Does he/she have friends? ______Yes ______ No 
Describe difficulties your child may have in social situations?
__________________________________________________________________________________________________________________________________________________________________________ 
What activities does your child typically choose to occupy his/her time? _____________________________________________________________________________________
_____________________________________________________________________________________




FAMILY HISTORY
[bookmark: _GoBack]Does your child have family members with any of the following concerns: 
Speech or Language ______Yes ______ No If yes, who? ___________________ 
Stuttering ______Yes ______ No If yes, who? ___________________
 Autism Spectrum ______Yes ______ No If yes, who? ___________________ 
Developmental Delay ______Yes ______ No If yes, who? ___________________
 Reading/Learning Disability ______Yes ______ No If yes, who? ___________________

 Additional comments or concerns: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
image1.png
Willsws Tree

SPEECH THERAPY




